specific fevers the fundamental prophylactic measure is the provision and maintenance of a satisfactory environment which includes not only housing (with particular reference to bed spacing and ventilation), water supply and sewage disposal, but also adequate nutrition. To this must be added education of parents and teachers in the importance of hygiene and of early medical advice for the correction of hypovitaminosis, anaemia and dental sepsis. Good environment has the effect of postponing the age of attack of the common fevers. The poorer the environment the greater the incidence of measles among children of pre-school age and the higher the proportion of cases complicated by bronchopneumonia. During the 1940 to 1941 measles epidemic in London the ages of children admitted to the North Eastern Hospital were higher and the case-fatality rate (less than 1 %) greatly reduced. From birth to elementary-or preparatory-school age the child's environment is that of its parents; later, for the greater part of the day, or of the year, as the case may be, it becomes the environment of the school which may be good, bad or indifferent from a prophylactic standpoint. The school provides the locus of infection; from thence it is conveyed to the child's home or dormitory. Early diagnosis of an acute specific fever may be impossible because the doctor is called late, or on a first visit the clinical phenomena may be too vague to justify more than suspicion. It should be allowable for the practitioner to request removal of a suspected case to hospital for confirmation without being obliged to make formal notification to the medical officer of health. Late isolation is for prophylactic purposes a bed wasted and frequently provokes an aftermath of secondary cases in the family or school. The modern fever hospital, like any other hospital, cannot function efficiently either in diagnosis or control without first-class laboratory assistance. Although isolation in hospital has failed as a communal measure of control, yet it is of importance in the case of the individual family or institution since it secures the removal of an abundant reservoir of infection and so limits the number of contacts. During recent years considerable modifications have been made in the length of isolation. The period has been reduced-in scarlet fever by the use of antitoxin which is advantageous even in clinically mild cases. Concurrent disinfection is of much more importance than terminal disinfection, for which ordinary spring-cleaning and the open window sufficed.
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As for contacts, with the aid of the Schick test in diphtheria and the Dick test in scarlet fever and the appropriate platings on blood agar and tellurite media respectively, it is possible to divide a school community into the safe and the unsafe; the latter are either susceptible and in danger themselves or immune carriers and therefore dangerous to others. The dangerous carriers must be segregated and treated as such; the safe individuals can be released; the unsafe should be immunized. In the protection of susceptible diphtheria contacts it is desirable to combine passive and active immunization, thus providing immediate temporary protection followed by solid active immunity. The duration of passive immunity produced by scarlet fever antitoxin rarely exceeds ten to fourteen days. Active immunization against scarlet fever by multiple skin test doses of toxin is a lengthy and cumbersome process and the duration of active immunity is uncertain. With the prevailing mild type of the disease and the availability of antitoxin and the sulphonamides, the process, except in the case of those specially exposed, such as nurses, seems scarcely worth while as a routine.
Active immunization against measles by nasal instillation of the virus is still in an experimental stage; results upon a small scale appear to be promising. Total passive immunization (sero-prevention) or partial immunization (sero-attenuation) are established practices; the antibodies injected are contained in convalescent serum, adult immune serum, placental extracts or parental whole blood. For familial contacts parental whole blood is to be recommended for attenuation. Its disadvantage lies in the large dose required. The routine prophylactic use of the sulphonamides for the prevention of concomitant streptococcal or pneumococcal infections in measles is to be deprecated (agrandlocytosis and drug-fastness). Convalescent serum has been employed for the prophylaxis of chickenpox and mumps with equivocal or disappointing results; the practice is not worth while. Whooping cough in infants is so serious an affair that Maclean's advice to inject convalescenL serum and to cover the cot with muslin to protect the infant from familial cases should be adopted. Dr. A. W. Downie: Prophylaxis of pertussis.-The incidence of pertussis is highest hi the age-group 3-7 years, but the mortality is greatest in the first year of life. Available data in this coun'try and America showed that nearly half the deaths occur among infants under I year.
Vaccines have been tried, particularly in America, for the prevention of pertussis. While a few of the earlier results were not very satisfactory, recent reports of field trials have been distinctly encouraging. T'he trials recorded have not all been equally well planned and strictly comparable control groups of uninoculated children have not always been kept under observation. The practice in America has generally been to inject 80,000 million organisms in three or four injections at intervals of a week or more between injections. Further carefully controlled observations on the effect of smaller dosage and perhaps vaccines prepared in different ways from virulent strains of H. pertussis are desirable.
Adult human serum or whole blood, convalescent serum or hyperimmune human serum have been tried both in treatment and in prophylaxis. The treatment of the established disease has not been very successful but serum has apparently been more promising in preventing the disease in contacts.
As pertussis is such a serious risk during the early years of life the very young should be kept isolated from cases. Inoculation of infants under six months of age with pertussis vaccine might be considered as a specific prophylactic measure. When babies have been exposed to cases in the infectious stage, the injection of convalescent serum would appear to be sound practice.
Dr. R. E. Smith (Rugby): To assess the value of the prophylactic measures taken against the acute specific fevers in an institution, such as a residential school, one must study the natural history of infectious diseases. Table I and Chart I show the usual risks the average public schoolboy is likely to run from birth up to the school-leaving age of 18 years. Parents who fill up the questionnaire from which this information is obtained invariably give reliable evidence. Several 'simple facts stand out: that nearly everybody will have had measles, chickenpox and whooping cough before leaving school and will have gained permanent immunity; that scarlet fever is troublesome; and that diphtheria is exceptional. Chart I shows that whooping cough has a high attack rate in the first two years of life. The incidence of 14 cases of whooping cough in the first year is in striking contrast with the complete absence of measles. If we were able to include in these figures those who died, we would realize the great importance of infection in the first year of life. The death-rate of whooping cough is greater than that of diphtheria and scarlet fever combined, and measles in the first two years of life has a fatality rate of over 8%. The figures are significant even for those living under sheltered conditions, a'nd it is probable that even more ominous facts would be found about the town dweller. Therefore every child in the nursery should be activelv immunized for whooping cough and he should also be given passive immunization against measles.
Quarantine.-In the past quarantine of contacts and isolation of patients were accepted prophylactic measures. My predecessor, Dr. A. I. Simey, was shocked by the waste of school time consequent on the strict imposition of quarantine when exposure to infection was suspected, and framed our medical regulations so that a lioy who had been exposed to certain infectious diseases could return to school provided he was isolated from the source of infection as soon as it was recognized. To-day we observe no quarantine for measles, rubella, mumps, whooping cough, chickenpox, scarlet fever, diphtheria; and this policy has been amply repaid. Table II shows that of 128 exposed, from 1933-1939, 60 had not had the disease, and these would have had to be quarantined for a total of 1,336 days, and if all exposed had been quarantined as is the practice in some schools, nearly aoulile the time would have been lost. Of these 128, two developed the disease-one developed whooping cough in the summer holidays, and one got mumps at school, but was isolated at once and caused no further cases.
Infections are introduced unwittingly into schools. From 1931-1942 at Rugby there have been eight outbreaks of measles, eight of mumps, ten of rubella, two of whooping cough, fourteen of chickenpox, twelve of scarlet fever, and one of diphtheria, and not one of the originators knew he had been in contact except the one case of mumps already mentioned. This completely vindicates our present regulations.
Diphtheria immunization.-It seems to be extraordinary that a large percentage of a population like a public school can suffer from measles, whooping cough and chickenpox and yet escape from diphtheria. Table III shows the results of testing nearly 600 boys for immunity against diphtheria. Those who were positive were immunized with three injections of 1 c.c. of formol-toxoid given at fortnightly intervals. results of retesting after various intervals. These who were immunized have maintained their immunity although during that time there has not been a single case of diphtheria at Rugby. London is reputed to have a high rate of diphtheria carriers, at one time said to be 7%. It is important to realize that healthy boys may retain the immunity conferred on them by the usually practised method of immunization. The benefits of positive health in resisting the aural and respiratory complications of measles and scarlet fever cannot be over-emphasized. Measles is not a disease characterized by catarrh in well-nourished boys. Routine temperature-taking of those cxposed to mneasles helps to detect the early case. 
